RECORDS RELEASE FORM
I, ___________________________ AUTHORIZE RELEASE OF MY DENTAL RECORDS.

TO/FROM:      
 David T. Marshall, DDS, PC
250 W. BRAMBLETON AVE
SUITE 203 
NORFOLK, VA 23510
Office: (757) 489-4221
Fax: (757)423-5930
Email: marshallxrays@outlook.com


TO/FROM:      
	Office address____________________________________________________________
		
                          __________________________________________________________________


Phone____________________________________________________________

Fax______________________________________________________________

Email____________________________________________________________





Patient Signature:___________________________________________________

Date:_____________________________________________________________
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